Introduction
Leaks after thoracic oesophageal anastomosis are reported in 5-7 % of the cases (1) . Traditionally these leaks are reported to carry a high mortality rate, of about 30% (2) . The principles of managing this challenging complication include control of leak, drainage of collection and control of sepsis. Salvage surgery is being largely replaced by non invasive techniques. We report the management of two patients who developed leaks after thoracic oesophageal anastomosis.
Case 1
A 64-year old female underwent two stage Lewis Tanner oesophagectomy for lower oesophageal cancer at 35 cm. Gastrografin study done on day 6 showed no evidence of an anastomotic leak. Patient was started on oral feeds. Her condition gradually deteriorated thereafter. She developed a significant right sided pleural effusion. Thorax was re-opened to drain the effusion. Endoscopy done on day 15 showed a 50% dehiscence of the anastomosis. A self expandable NITINOL 12 cm covered stent (Ultraflex™ Esophageal NG Stent System. Boston Scientific) was deployed. Patient made a rapid recovery. Oral feeding was started after 24 hours. She was symptom free 13 months after the surgery. 
Case 2
A 57-year old male underwent subtotal oesophagectomy with thoracic anastomosis for a corrosive stricture. Gastrografin study done on day 7 demonstrated an anastomotic dehiscence. Second line broad-spectrum antibiotics were started immediately after diagnosis of the leak. Endoscopy revealed a 25% anastomotic dehiscence. Within 4 hours, a self expandable NITINOL 12 cm covered stent (Ultraflex™ Esophageal NG Stent System. Boston Scientific) was deployed (Figure 1 ). Feeding was started the following day and gradually increased. Patient being followed up 3 months after surgery is asymptomatic.
Discussion
Anastomotic leaks in the thorax are traditionally feared by surgeons. Salvage surgery is largely replaced by novel therapies: stenting, injection of tissue glue and endoclipping (1) . Of these, stents are the preferred option due to availability, reliability and technical simplicity. Plastic stents are preferred upon metal stents due to the removability. Gelbmann studying 9 patients after plastic stents found that 30% of them migrated, 2/9 failed to heal the fistula. Dai reported migration of stents in 5/22 and 10/22 requiring computed tomogram guided drainage after stenting (2) . Doniece using metal stents in 22 patients with leaks ranging from ¼ to complete dehiscence, had failures in 2/22 and none of the stents migrated. Thirteen of these stents were later removed (3). It is impossible to perform a formal comparison between the two types of stents, as many factors are variable in each series. However, we feel that a metal stent gives sound insulation to the defect compared to plastic stents, especially when the grip is minimal at the lower gastric conduit.
In the first patient contrast study was negative while other showed a leak without clinical evidence. Thus interpretation of contrast study needs to be done with care. Management of a clinical leak is straight forward while subclinical leaks are controversial. Some prefer an initial conservative approach in subclinical leaks (4) . Richardson studying 75 cases of oesophageal leaks found that delayed treatment is a major contributor for increased mortality (5) .
In the presence of minimally invasive endotherapy techniques, we also feel that all the leaks need aggressive management before clinical evidence of sepsis develops (5).
Linda et al compared the outcome of anastomotic leaks occurring before and after year 1986. The leak associated mortality significantly reduced from 43% to 3.3% in latter patients. They concluded that, in the presence of novel therapy previously accepted increased mortality may be no longer considered when making clinical decisions to perform a thoracic anastomosis after oesophagectomy (6) .
